MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND WELFARE

DO NOT WRITE AMENDED I Registration District No. -_I_l&___________J’nmary Registration District No. 8_@_?__0' _____ Renllfrar ¢ No. --I -2-5 ‘ -

ON THIS STUR —0rnl _anr
F BERTH L 2 1963 7. USUAL RESIDENCE (Where deceased lived. if inatitulion: Residence before

a. COUNTY Gre ene 8. STATE Mo b. COUNTY Gre e‘ne admizsion}
b. COITY {If outside corporate limits, give TOWNSHIP anly) Length af atay in 1b . CITY

VS 300
Rev. 4/59

inside Limins

‘I'O\'}VN SRringf ield years TOWN Sprldgf ield Yes Ok No O

e. FULL NAME OF {If NOT in hospital, give location, Inside Limitg d. STREET 3 i i
ROSPITAL OR ioel et ADDRESS {If cutside, give location] Reside on Ferm

INsHIUTION — Byrge Hospital Yoo [} No D 1316% N Rogers Yes O Ny}

5 g:ph:EOP;riEEJCEASED Firnt Middle Last 4, DOAJE Month Day Yesr
LUTHER WEDDLE pean  Sept 6 1963
5. SEX &. COLOR OR RACE 7. Maried [J  Never Married [ |8. DATE OF BIRTH | 9- AGE [(laa1 birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Male White Widowed O3 Divorced [J 41/12/1 876 87 Months | Days I Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duringczgfﬁrgmgi‘even if retired) Carpenter Ind- U.S.A,

t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Wm Newton Weddle Francis Sullivan
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIA] SECURITY NO. | 17. INFORMANT Address

{Yps no, vnknown) 43, give war of dat f . M
Ro™ ™ None oo Grace Prater Sprinofield, Mo,

INTERVAL BETWEEN

DATE AMENDED

18. CAUSE OF DEA‘I’H (Enter only one cause par line for {a), (B}, and

PART I. DEATH WAS CAUSED BY: ONSET ANDYDEATH

|3
IMMEDIATE CAUSE (a) C/Dede_ét/a/ ltemou.r g o,

DOCUMENT

which gave rise 1o
above couse (a),
stating the under-
lying cause laat. DUE TO {c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ner related 1o the terminsl PART Il If decessed Wi female was
disease condition given in PART | (a) there a pregnancy in last 90 days.

'DY:; ] O Ne | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART |1 of ilem 18.)
PERFORMED? [m] O [m] .
YES O NO[OJ

20c. TIME OF Hewl Month, Day, Year I
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [a.g., in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [] taten, factory, siraet, office bldg., etc.)
NOT WHILE AT WORK [

21, 1| sttended the decaased from [-FET and fast aav@liw on,j?tni_éﬁz__

Death occurred at. m on tha date siated above, and o the Best of my knowledge, from the causes stated.

/ (Degrugfr title) ’ 22b. A!;:I:::S‘ﬂ ‘:( M /(/0 ;2:- I;Tf 2(‘;50

73a. BURIAL, CREMATION, [ 23b. DATEl 963 Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) {State)
REMOVAL (Specify)

i ) Spri ield Mo
24.89115:3&3. ::lJmEcrou C;pp-l- 7ADDRE5§ S;;i‘:’é’?;e fsé ‘Dmr:icn—av LOCAL3REG %%WW
Chapel of the Ozarks Inc. Mo, Q- /0 -6 'ﬁwu 77}«_4[&:!

(Licensed Embalmer’s Statemant on Reverse Side}

Conditions, if any, DUE TO {b) é S neSLk / &J g“led ‘o '9‘-4‘/"9' . &ﬁa‘ugi

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

o




L

L] “| - ’
STATEMENT BY LICENSED EMBALMER

-

I'her}:by cerr‘i‘fy that the body whose n!.a:rhe is reéé.ir:ied on'the reverse side of this certificate was embalmed by me, . S

or by - Student Embalmer No,
working under my personal supervision. / . ;f ?:_ - -
Student _ Signed ’

Signalure of Student Embalmer

Licensed Embalmer No.__ 5159

P.O. Address Springfield, Mis sourl
;}, - - . .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). )

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so sta.léd above.

Sy e




